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IF SOURCE OF HEALTH CARE DATA IS A FI 

ENROLLMENT STATUS MUST F TRICARE STANDARD PROGRAM I 
D MANAGED CARE SUPPORT - TRICARE-TIDEWATER 

STANDARD CHAMPUS PROGRAM 
E MANAGED CARE SUPPORT - TRICARE-TIDEWATER 

PRIME 

G MANAGED CARE SUPPORT - TRICARE-TIDEWATER 
EXTRA 

Y CONTINUED HEALTH CARE BENEFIT PROGRAM 
STXNDARD 

AA CONTINUED HEALTH CARE BENEFIT PROGRAM 
EXTRA 

H MANAGED CARE SUPPORT - HOMESTEAD. 
ENROLLED PATIENT 

J MANAGED CARE SUPPORT - HOMESTEAD 
STANDARD CHAMPUS PROGRAM 

R TRICARE EXTRA - NORTH CAROLINA 

IF SOURCE OF HEALTH CARE DATA IS ORLEANS DEMONSTRATION 

ENROLLMENkT’ATUS MUST 0 NEW ORLEANS PRIME 
P NEW ORLEANS NOT ENROLLED. NOT STANDARD 

CHAMPUS 

Q NEW ORLEANS COORDINATE CARE SlXNDARD 
CHAMPUS PROGRAM 

Y CONTINUED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

AA CONTINUED HEALTH CARE BENEFIT PROGRAM 
EXTR4 

IF SOURCE OF HEALTH CARE DATA IS MANAGED CARE SUPPORT 

ENROLLMENT STATUS MUST K 
BE= 

L 

M 

0 

P 

9 

R 

T 

U 

V 

W 

X 

Y 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII. 
ENROLLED PATIENT 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII. 
NON-ENROLLED PATIENT. NETWORK PROVIDER 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII 
SX4NDARD CHAMPUS PRGGRAM 

NEW ORLEANS PRIME 

NEW ORLEANS NOT ENROLLED. NOT STANDARD 
cHAMPus 

NEW ORLEANS COORDINATED CARE STANDARD 
CHAMPUS PROGRAM 

TRICARE EXIT+ - NORTH CAROLINA 

MANAGED CARE SUPPORT - S’TitNDARD CHAMPUS 
PROGRAM 

MANAGED CARE SUPPORT - PRIME. CIVILIAN PCM 

MANAGED CARE SUPPORT - EXlRA 

ACTIVE DUTY USA 

ACTIVE DUTY EUROPE 
CONTINUED HEALTH CARE BENEFIT PROGRAM 
STmARD 
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Institutional Edit Requirements 

l-105-O4R 

l-105-05R 

l-10546R 

2 MANAGED CARE SUPPORT PRIME, MTF/PCM 

AA CONTINUED HEALTH CARE BENEFIT PROGRAM 
EXTRA 

BB MEDICARE SUBVENTION/TRICARE-SENIOR PRIME 

IF PROVIDER CONTRACT AFFILIATION CODE = 1 (CONTRACTED) 

ENROLLMENT STATUS MUST S STANDARD CHAMPUS PROGRAMS 
NOT 

IF PROVIDER CONTRACT AFFILJATION CODE = 2 (NOT CONTRACTED) 

ENROLLMENT STATUS MUST N NON-PRIME 
NOT 

IF ENROLLMENT STATUS = W (GSU ACTIVE DUTY - USA) 

X (ACTIVE DUTY - EUROPE) 

AT LEAST ONE OCCURRENCE OF SPECIAL PROCESSING CODE MUST = AD (ACTIVE DUTY) 

IF ENROLLMENT STATUS = BB MEDICARE SUBVENTION/TRIC&?E-SENIOR PRIME 

AT LEAST ONE OCCURRENCE 
OF SPECIAL PROCESSING MEDICARE SUBVENTION/TRICARE-SENIOR PRIME 
CODE MUST = MS -OIW 

MN h4EDKXR.Z SUBVENTION/TlWARE-SENIOR PRlME 
(NON-NE’lU’ORIQ 
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POSITIONS 2 - 4 (DMIS FACILITY #). MUST BE VALID (USER SUPPLIED: 
USE MTF NUMBERS). POSITION 1 MUST BE ZERO. 

POSITIONS 5 - 8 (JULIAN DATE: FORMAT: YDDD). Y MUST BE 0 - 9. DDD MUST BE 001 - 
366. 

POSITIONS 9 - 11 (SEQUENCE #). MUST BE NUMERIC AND NOT ZERO. 

OR 
POSITIONS 1-2 MUST BE ‘46’ B ‘47’ AND POSITIONS 3-11 MUST BE ZEROS, AND EITHER 
DATE OF ADMISSION < 1 1 / l/92 m FILING STATE/COUNTRY CODE # NUMERIC m ‘PR’. 

IF NAS NUMBER IS NOT CODED. MUST BE BLANK-FILLED. 
.’ ‘. :... ; .” ... 

” ‘. ‘..,.. 
‘. .,; 1. 

. . ..&J&*&&&&g.; ::: ;.,. :I:: :;.:I .: .I :.;:,:,:: :I::: I;: \ : 
., ,. :. _. ,. .:. 

:~:..;‘:/;‘~j $$ Pi: 

., ., ., ::.. 1.. ::. ‘.‘.’ ,,. ‘. .‘. :: : 1. ., :. yy. : : 

., ,. ;, ,. .,. : : : ‘.I... ,, ‘:‘.I, :. 1: ,:.,. .: . . :Eiitea.&&& .ij;ji :I : ,..i:j~:~~~~~~:~~~.:: 

: ” ‘. : ,: I:Re~t~.~~~..E~t~:’ 1.:: .:.:I :j ,~...tids’. 
: PAtiEmiIPC6tiE.‘. ‘.“..’ .‘. .’ “‘. .F’. p. : : .’ 

1; ‘::.,:: :: :;’ 1. I&i’. .:.,... ‘, ,Y. “. 
:: 1: :’ :, :.e3fyMSJ’~.I 1; ;I: 

SEE BELOW ADMISSION DAi-ii‘-“” 
NAS EXCEPTION REASON SEE BELOW PATIENT ZIP CODE. 

SPONSOR BRANCH 
OF SERVICE, DENIAL 
REASON CODE, 
ADMISSION DATE. 
PROGRAM INDICATOR 

SPECIAL PROCESSING FLAG SEE BELOW 
: ,. . . .‘.....‘. ,.:.::_: . . ‘. ::.,.:“‘. “’ _: .;,. . . ,. .’ .,~~:&~gment Re&j&&j$ .: .::::::; : .: ‘1. .; 

lpOiRiOR 

:, : :.:l;.~l;l;:;: ;.I : 
ti;;.-& imti~~~;~dARE~sENIoR p& 

nvEclwoRKJ I 
MN MEDICARE SUBVEh’lYON/7ZUCARE-SENIOR PRIME 

(NON-NETWOW 
NO NAS IS REQUIRED -- BYPASS ALL NAS NUMBER EDITING. 

l-llo-02R IF PATIENT ZIP CODE IS NOT IN A CATCHMENT AREA (CATCHMENT AREA DETERMINATION 
IS BASED ON ADMISSION DATE) 

NAS NUMBER MUST = BLANK 
UNLESS SPECIAL PROCESSING CODE = ST 

I-110-03R IF NAS EXCEPTION REASON IS NOT BLANK 
NAS NUMBER MUST = BLANK 

1-11o44R IF BEGINNING DATE OF CARE S g/23/96 

ENROLLMENT STATUS E MANAGED CARE SUPPORT TRICARE TIDEWATER 
PRIME 

H MANAGED CARE SUPPORT HOMESTEAD 
ENROLLED PATIENT 

K MANAGED CARE SUPPORT CALIFORNIA/HAWAII. 
TRICARE PRIME ENROLLED PATIENT 

0 NEW ORLEANS PRIME 

U MANAGED CARE SUPPORT PRIME. CIVILIAN PCM 

Z MANAGED CARE SUPPORT PRIME. MTF/PCM 

EXIT. 
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IF NAS EXCEPTION REASON = BLANK AND PATIENT ZIP CODE IS IN A CA’PCHMENT AREA 
(CATCHMENT AREA DETERMINATION IS BASED ON ADMISSION DATE) 

NAS NUMBER MUST BE CODED, UNLESS 

SPONSOR BRANCH OF 
SERVICE C CHAMPVA 

HEALTH CARE PLAN CODE 11 MCS - FORT BRAGG DEMO 

ANY OCCURRENCE OF 
DENIAL REASON CODE 9 NAS NOT PROVIDED 

2 INELIGIBLE CLAIMANT 

A DEERS 

N MULTIPLE DENIAL REASONS 

SPECIAL PROCESSING CODE ST SPECIALIZED TREATMENT 

ANY OCCURRENCE OF 
OVERRIDE CODE C GOOD FAITH PAYMENT 

PROGRAM INDICATOR H PROGRAM FOR PERSONS WITH DISABILITIES OR 

SPONSOR STATUS T NATO 

IN WHICH CASE NAS NUMBER MUST BE BLANK. 

l-l lo-OSR IF SPECIAL PROCESSING CODE I BERGSTROM AFB CATCHMENT AREA 
J LUKE/WILLIAMS AFB CA’TCHMENT AREA 

NAS NUMBER MUST NOT = 46OOOOOOOOO. 

l-110-06R IF BEGINNING DATE OF CARE 2 g/23/96 
AND 

ENROLLMENT STATUS E MANAGED CARE SUPPORT TRICARE TIDEWATER 
PRIME 

H MANAGED CARE SUPPORT HOMESTEAD 
ENROLLED PATIENT 

K’ MANAGED CARE SUPPORT CALIFORNIA/HAWAII. 
TRICARE PRIME ENROLLED PATIENT 

0 NEW ORLEANS PRIME 

U MANAGED CARE SUPPORT PRIME. CIVILIAN PCM 

Z MANAGED CARE SUPPORT PRIME. MTF/PCM 
!zxIT. 

IF NAS EXCEPTION REASON = BLANK AND 

((DRG = 194.105. 106. 107. 108. OR 112 AND 

PATIENT ZIP CODE IS IN EISENHOWER ARMY MEDICAL CENTER (942) 200 MILE AREA AND 

BEGIN DATE OF CARE 1 MARCH 1,1997) OR 

(DRG = 370.372,383.604. 697.611.612.613.617.618. 622, 626,636AND 

PATIENT ZIP CODE IS IN KEESLER MEDICAL CENTER 200 MILE AREA AND 
’ BEGIN DATE OF CARE z OCTOBER 1.1997) OR 

(DRG = 104.105. 196. 107. 198.110. 111. 112.124. 125AN-D 
PATIENT ZIP CODE IS IN KEESLER MEDICAL CENTER 290 MILE AREA AND 

BEGIN DATE OF CARE 2 OCTOBER 1.1997)) 

NAS NUMBER MUST BE CODED. 

OlpLEss 
SPONSOR BRANCH OF SERVICE = C (CHAMPVA) OR 
SPONSOR STATUS = T (FOREIGN MILITARY) OR 

C-89, July lo,1998 
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ANY OCCURRENCE OF 9 NONAVAILABILITY STATEMENT NOT PROVIDED 
DENIAL REASON CODE 2 INELIGIBLE CLAIMANT 

A DEERS 

N MULTIPLE DENIAL REASONS 
mAMOUNT OF OTHER HEALTH INSURANCE PAID IS > p, 

IN WHICH CASE NAS NUMBER MUST BE BLANK. 

l-110-07R IF BEGINNING DATE OF CARE > Q/23/96 

ENROLLMENT STATuS E MANAGED CARE SUPPORTTRICARE TIDEWATER 
PRIME 

H MANAGED CARE SUPPORT HOMESTEAD 
ENROLLED PATIENT 

K MANAGED CARE SUPPORT CALIFORNIA/HAWAD[, 
TRICARE PRIME ENROLLED PATIENT 

0 NEW ORLEANS PRIME 

U MANAGED CARE SUPPORT PRIME, CIVILIAN PCM 

2 MANAGED CARE SUPPORT PRIME. MTF/PCM 
Exrr. 

IF NAS EXCEPTION REASON = BLANK AND 

PATIENT ZIP CODE IS IN 48 CONTIGUOUS UNITED STATES AND DLSTRICT OF COLUMBIA 
AND 

((DRG = 430 AND BEGIN DATE OF CARE 2 MARCH 1. 1997) OR 

(DRG = 48 1 AND BEGIN DATE OF CARE 5 OCTOBER 1.1997)) 

NAS NUMBER MUST BE CODED. 

UNLESS 
SPONSOR BRANCH OF SERVICE = C (CHAMPVA) OR 
SPONSOR STATUS = T (FOREIGN MILITARY) OR 

ANY OCCURRENCE OF 9 NONAVAILABILITY STATEMENT NOT PROVIDED 
DENIAL REASON CODE 2 INELIGIBLE CLAIMANT , 

A DEERS 
N MULTIPLE DENIAL REASONS 

B AMOUNT OF OTHER HEALTH INSURANCE PAID IS > @ 

IN WHICH CASE NAS NUMBER MUST BE BLANK 

l-110-08R IF BEGAUNG DATE OF CARE 2 g/2.3/96 
AND 

ENROLLMENT STATUS E MANAGED CARE SUPPORT TRJCARE TIDEWATER 
PRIME 

H MANAGED CARE SUPPORT HOMESTEAD 
ENROLLED PATIENT 

K MANAGED CARE SUPPORT CALIFORNIA/HAWAII. 
TRICARE PRIME ENROLLED PATIENT 

0 NEW ORLEANS PRIME 

U MANAGED CARE SUPPORT PRIME. CIVILIAN PCM 

Z MANAGED CARE SUPPORT PRIME. MTF/PCM 

EXIT. 
IF NAS EXCEPTION REASON = BLANK 
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Institutional I3tii.t Requirements ’ 
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AND DRG = 104. 105.106. 107. 108.110. OR 111 
:..: .,.,_ .:.,. .>:_..:_ .,.):.). .,:.: 

AND PATIENT ZIP CODE IS IN WALTER REED ARMY MEDICAL CENTER (WRAMC) 

OR NATIONAL NAVAL MEDICAL CENI-ER (NNMC) 200 MILE AREA 

AND BEGIN DATE OF CARE L OCTOBER 1. 1997 

NAS NUMBER MUST BE CODED 

UNLESS 

SPONSOR BRANCH OF SERVICE = C (CHAM.PVA) OR 

SPONSOR STAlUS = T (FOREIGN MILITARY) OR 

ANY OCCUREENCE OF 9 NONAVAILABILITY STATEMENT NOT PROVIDED 
DENIAL 

REASON CODE 2 INELIGIBLE CLAIMANT 

A DEERS 

N MULTIPLE DENIAL REASONS 

B AMOUNT OF OTHER HEALTH INSURANCE IN > 0 

.IN WHICH CASE NUMBER MUST BE BLANK. 
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OVERRIDE CODE SEE BELOW ENROLLMENT 

OVERRIDE CODE SEE BELOW 

STATUS. PROGRAM 
INDICATOR PATIENT 
RELATIONSHIP. 
SPONSOR STATUS. 
TYPE OF 
SUBMISSION. FILING 
DATE, PATIENT DOB, 
BEGIN DATE OF 
CARE. PATTENT 
COPAYMENT 

NO ERiOR 

I-140-02R 

l-140-03R 

l- 140-05R 

:I’: .:~~~:we~ent-:R~~~d.~~~ ‘, :: :; ..,, :. 1: 1. ‘; 1 : f .;;,::: 1; ‘I, I: ..:: ‘1:1;1 ::; :: 
IF spEc:~ pR&&kINc CoDE = ..-.MS ME6fds ~uB~~~N;~c~~s~~oRPRIME’ 

(NMWORKI I 

MN MEDICARE SUBVEh’7TON/7RKAFZESEN1OR PRIME 
(NON-NETWOW I 

BYPASS ALL COINSURANCE EDITING. 

PATIENT COINSURANCE MUST BE ZERO WHEN: 

TYPE OF SUBMISSION D COMPLETE CONTRACTOR DENIAL 
PATIENT COINSURANCE MUST BE ZERO WHEN: 

TYPE OF SUBMISSION C COMPLETE CANCELLATION WITH FILING DATE 
WITHIN THE NUMBER OF MONTHS OF HCSRs 
STORED ON THE DATABASE 

UNLESS 
THE CANCELLED HCSR REPORTS AMOUNT ALLOWED > ZERO, IN WHICH CASE PATIENT 
COINSURANCE MUST BE 2 ZERO. 

PATLENT COINSURANCE MUST BE IAMOUNTALLOWED WHEN: 

PROGRAM INDICATOR I INSITTUTIONAL 

ENROLLMENT’ STATUS D MANAGED CARE SUPPORT - TRICARE - 
TIDEWATER STANDARD CHAMPUS PROGRAM 

F TREA.I$E STANDARD PROGl'izM 
J MANAGED CARE SUPPORT - HOMESTEAD 

STANDARD CHAMPUS PROGRAM 

M MANAGED CARE SUPPORT - CALLFO~~HAWAU 
STANDARD CHAMPUS PROGRAM 

Q NEW ORLEANS STANDARD CHAMPUS 

S CRI STANDARD CHAMPUS 

T MANAGED CARE SUPPORT STANDARD CHAMPUS 
PROGRAM 

Y CONTINUED HEALTH CARE BENEFIT PROGRAM ’ 
STANDARD 

5.11:19 G69,JuIy10,1999 



ADP Manual 

.i, ,.,,:..,..: ..,.... :...:: ,,,,.,,,,: ,_ ,,,.. 
. . . . . . . . . . . ..: ,., : . . .:._, 

,(.,. ., . . . . . 
.,, ..: ,,. 

:;~&.g&&$&&&,&@$ $;;:j ;g, ~~~~~~~~~~~,~~~~~~~~~~~~~~~~~~~~j 

.,.,....... .,\... . ..). . . . ..I.. . . . . .:..... .:. ,.>. .; . . . ,. .(. . . . ..y.. 
. . . . . . . . . _( ,. .,. ., . 

j:.: ::::::.:.:.:;:i:::y::::::::::: ::::.:.:;: :_ : .> (,.,..:.~.:...:. >>; ,,.:.:: :.:,:, _.. .,__ ,:,, ..,, :.,.:._.,.. . . . . . . . . . . . . . . . . . . . . . 

,.. 
. . ._.... . .._.. . .._. _., 

.I . 
1. 

. ..__....._...... _. ..,. ..‘.,.?. 
TYPE OF SUBMISSION I INITIAL SUBMISSION 

I 

F ADJUSTMENT NEW SUFFIX 

0 ZERO PAYMENT 
R RESUBMISSION OF ERROR REJECT 

QE 
TYPE OF SUBMISSION A ADJUSTMENT 

C CANCELLATION WITH AMOUNT ALLGWED >-ZERO 
WITH FILING DATE WlTHIN THE NUMBER OF MONTHS OF HCSRs STORED ON THE 
DATABASE: 

SPECIAL RATE CODE D DISCOUNT RATE AGREEMENT 
P PER DIEM RATE AGREEMENT 

NOOCCURRENCEOF 
OVERRIDE CODE K CATASTROPHIC LOSS 

L NON-DRG REIMBURSEMENT USING DRG- 
RELATED COST-SHARE CALCULATION 

NO OCCURRENCE OF SPECIAL F ARMY CAM DEMONSTRATIONS 
PROCESSING CODES G 

K GEORGIA/FLORIDA PPO 

R MEDICARE/CHAMPUS DUAL ENTITLEMENT 
# HOSPICE 

l EDITS FOR RETIRED SPONSORS AND THEIR FAMILY MEMBERS, AND FAMILY 
MEMBERS OF DECEASED SPONSORS. (OR FORMER SPOUSE). CHAMPUS-DRG 
RECORDS. (PATIENT NOT NEWBORN). SEE BELOW . 

l-14509R PATIENT COINSURANCE MUST EQUAL ZERO2 
l-140-07R 

- 
25% OF AMOUNT BILLED MINUS TOTAL CHARGES BY REVENUE CODE FOR (DRG NON- _) 
REIMBURSABLE REVENUE CODES’ AND DUPLICATE BILLING (1) DENIAL REASON CODE) 
IS LESS THAN fAUTHORIZED BED DAYS TIMES THE DRG/AF’PLICABLE DAILY RATE] 
WHEN- -- 
PROGRAM INDICATOR I INSTITUTIONAL 
PATlENT DATE OF BIRTH f BEGIN DATE OF CARE (NOT NEWBORN); 
ENROLLMENT STATUS D MANAGED CARE SUPPORT - TRICARE-TIDEWATER 

STANDARD CHAMPUS PROGRAM 
F lXEARJ3 STANDARD PROGRAM 
J MANAGED CARE SUPPORT - HOMESTEAD 

STANDARD CHAMPUS PROGRAM 
M MANAGED CARE SUF’PORT - CALIFORNIA/HAWAII 

STANDARD CHAMPUS PROGRAM 

Q NEW ORLEANS STANDARD CI-IAMPUS 
S CRI STAND& CHAMPUS 
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MANAGED CARE SUPPORT - STANDARD CHAMPUS T 

SPECIAL RATE CODE 

TYPE OF SUBMISSION 

Y 

G 

H 

I 

J 

M 

N 

0 

Q 
F 

G 

I 

0 

R 

.s 
TYPE OF SUBMISSION A 

C 

PROGRAM 

CONTINUED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

DRG LONG STAY 

DRG SHORT STAY 

DRG COST OUTLIER 

DRG NO OUTLIER 

DISCOUNTED DRG LONG STAY 

DISCOUNTED DRG SHORT STAY 

DISCOUNTED DRG COST OUTLIER 

DISCOUNTED DRG NO OUTLIER 

ADJUSTMENT NEW SUFFIX 

ADDITIONAL DRG INTERIM BILLING 

INITIAL SUBMISSION 

ZERO IkMENT 

RESUBMISSION OF ERROR REJECT 

ADJUSTMENT 

CANCELLATION WlTH AMOUNT ALLOWED > ZERO 
WITH FILING DATE WITHIN THE NUMBER OF MONTHS OF HCSRs STORED ON THE 
DATABASE: 

SPONSOR STATUS F 

I 

0 

R 

K 

D 

W 

T 
H 
R 
Y 

K 

L 

FORMER MEMBER 

PERMANENTLY DISABLED 

TEMPORARILY DISABLED 

RETIRED 

DECEASED 

100% DISABLED 

TITLE III RETIREE 

FORMER SPOUSE PATIENT RELATIONSHIP TO 
SPONSOR 

NO OCCURRENCE OF 
OVERRIDE CODE 

NO OCCURRENCE OF SPECIAL 
PROCESSING CODES 

CATASTROPHIC LOSS 

NON-DRG REiMBURSEMENT USING DRG- 
RELATED COST-SHARE CALCULATION 

BENEFICIARY INDEMNIFICATION PAYMENT 

ARMY CAM DEMONSTRA’ITONS 

5.11-21 C-89, July lo,1998 



K GEORGIA/FLORIDA PPO 
N CHAMPUS SELECT 

R MEDICARE/CHAMPUS DUAL ENTLTLEMENT 
l VA MEDICAL CENTER CLAIM 
# HOSPICE 

l EDITS FOR RETIRED SPONSORS AND THEIR FAMILY MEMBERS. AND FAMILY 
MEMBERS OF DECEASED SPONSORS, CHAMPUS-DRG. PATIENT IS NEWBORN 

l- 145-09R 
l- 140-08 

PATIENT COINSURANCE MUST EQUAL ZERO2 

iti??ilOIJNT BILLED MINUS TOTAL CHARGES BY REVENUE CODE FOR (DRG NON- 
REIMBURSABLE REVENUE CODES1 AND DUPLICATE BILLING (1) DENIAL REASON CODE IS 
LESS THAN [(AU’IHORXZED BED DAYS MINUS 3) TIMES THE DRG/APPLICABLE DAILY RATE] 
WHEN: 

PROGRAM INDICATOR I INSlTTUTIONAL 
PATIENT DATE OF BIRTH = BEGIN DATE OF CARE (NEWBORN) 

ENROLLMENT STATUS S 

J 
CRI STANDARD CHAMPUS 

MANAGED CARE SUPPORT - HOMESTEAD 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - STANDARD CI-IAMPUS 
PROGRAM 

NEW ORLEANS STANDARD CHAMPUS 

TRCARJ3 STANDARD PROGRAM 

MANAGED CARE SUPPORT - TRICARE-TIDEWATER 
STANDARD CHAMPUS PROGRAM 

CONlTh’UED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

DRG LONG STAY 

DRG SHORT STAY 

DRG COST OUTLIER 

DRG NO OUTLIER 

INITIAL. SUBMISSION 

RESUBMISSION OF ERROR REJECT 

ZERO PAYMENT 

ADJUSTMENT NEW SUFFIX 

ADDITIONAL DRG INTERIM BILLING 

M 

T 

9 
F 

D 

Y 

SPECIAL RATE CODE 

TYPE OF SUBMISSION 

?YPE OF SUBMISSION 

G 

H 

I 

J 

I 

R 

0 

F 

G 

A ADJUSTMENT 

C-89, July lo,1998 5.11-22 



ADPManuaZ 

Institutional Edit Requirements 

C CANCELLATION WITH AMOUNT ALLOWED 7 ZERO 

WITH FILING DATE WITHIN THE NUMBER OF MONTHS OF HCSRS STORED ON THE 
DATABASE: 

SPONSOR STATUS F FORMER MEMBER 

I PERMANENTLY DISABLED 

0 TEMPORARILY DISABLED 

R RETlRED 

K DECEASED 

D 100% DISABLED 

w TITLE III RETIREE 

NOOCCURRENCEOF 
OVERRIDE CODE K CATASTROPHIC LOSS 

L NON-DRG REIMBURSEMENT USING DRG- 
RELATED COST-SHARE CALCULATION 

U BENEFICLARY INDEMNIFICATION PAYMENT 

NO OCCURRENCE OF SPECIAL F ARMY CAM DEMONSTRATIONS 
PROCESSING CODE G 

K GEORGIA/FLORIDA PPO 

N CHAMPUS SELECT 

R MEDICARE/CHAMPUS DUAL ENTITLEMENT 
* VA MEDICAL CENTER CLAIM 

# HOSPICE 

IN WHICH CASE PATIENT COINSURANCE MUST EQUAL 25% [ALLGW 1 c ROUNDING ERROR) 
OF AMOUNT BILLED MINUS TOTAL CHARGES BY REVENUE CODE FOR (DRG NON- 
REIMBURSABLE REVENUE CODES AND DUPLICATE BILLING (1) DENIAL REASON CODE). 

l-145-0912 WHEN THE ABOVE CALCULATIONS RESULT IN EQUAL VALUES. PATIENT COINSURANCE 
MUST BE ZERO IF PATIENT COPAYMENT IS NOT ZERO. (USE 1 - 14O-07R OR 1 - 140-OSR IF 
CALCUIATION RESULTS IN EQUAL VALUES. BUT VALUE SUBMITTED DOES NOT MATCH 
CALCULATION.) 

NOTE: 

PATlEhTCOlhKJRAhKZ = ZERO FOR FAMILYMEMBERS OFACTIVEDU7Y 
SPONSOR5 m TAMP DESIGNEES. IN .SlTIUVONAL HCSRs. SEE PATlENT 
COPAYMENT EDlT l-145-13R 

l EDITS FOR RETIRED SPONSORS AND THEIR FAMILY MEMBERS. AND FAMILY 
;E&lBsog3ECEASED SPONSORS. a FORMER SPOUSE), STATE-DRG AND NON- 

l-MO-1OR PATIENT COINSURANCE MUST BE 25% (ALLOW 1 c ROUNDING ERROR) OF AMOUNT 
ALLGWEDAND 

l-14GllR PATIENT COPAYMENT MUST BE ZERO WBEI’Jz 

PROGRAM INDICATOR I INSTTTUTIONAL 

SPONSOR STATUS ’ F FORMER MEMBER 

5.11-23 C-69, Juhj lo, 1998 
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Requirements 17zstitutional Edit 
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PERMANENTLY DISABLED I 

0 

R 

K 

D 
W 

S 

J 

M 

T 

9 
F 

D 

Y 

v 
A 

B 

C 

E 

F 

P 

T 
H 
R 
Y 
I 

R 

0 

F 

G 

A 

C 

TEMPORARILY DISABLED 

RETIRED 

DECEASED 

100% DISABLED 

ENROLLMENT STATUS 

TITLE III RETIREE 

CRI STANDARD CHAMPUS 

MANAGED CARE SUPPORT - HOMESTEAD 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - STANDARD CHAMPUS 
PROGRAM 

SPECLAL RATE CODE 

PATIENT RELATIONSHIP TO 
SPONSOR 

NEW ORLEANS STANDARD CHAMPUS 

TRICARE STANDARD PROGRAM 

MANAGED CARE supPoRT - TRICARE-TIDEWATER 
STANDARD CHAMPUS PROGRAM 

CONTINUED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

NO SPECIAL RATE 

DRG 4% DISCOUNT 

DRG 3% DISCOUNT 

DRG 2% DISCOUNT 

DRG 1% DISCOUNT (E) 

DRG NO DISCOUNT 

PER DIEM RATE 

FORMER SPOUSE 

TYPE OF SUBMISSION INITIAL SUBMISSION 

RESUBMISSION OF ERROR REJECT 

ZERO PAYMENT 

ADJUSTMENT NEW SUFFIX 

ADDITIONAL DRG INTERIM BILLING 

=iYPE OF SUBMISSION ADJUSTMENT 

CANCELLATION WlTH AMOUNT ALLOWED > ZERO 

C-69, July lo,1998 5.11-24 
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WITH FILING DATE WlTHIN THE NUMBER OF MONTHS OF HCSRs STORED ON THE ‘~~“-‘:‘:“” ” 
DATABASE: 

NO OCCURRENCE OF 
OVERRTDE CODE 

K CATASTROPHIC LOSS 

L NON-DRG REIMBURSEMENT USING DRG- 
RELATED COST-SHARE CALCULATION 

U BENEFICIARY INDEMNIFICATION PAYMENT 
NO OCCURRENCE OF SPECIAL F ARMY CAM DEMONSTRATIONS 
PROCESSING CODE G 

K GEORGIA/FLORIDA PPO 

N CHAMPUS SELECT 

R MEDICARE/CHAMPUS DUAL ENTLTLEMENT 
* VA MEDICAL CENTER CLAIM 

# HOSPICE 
l-14th14R PATIENT COST SHARE3 MUST BE THE LESSOR OF: 

a.) 25% (ALLOW 1 F ROUNDING ERROR) OF AMOUNT ALLOWED. Q&THE LESSER OF: 

b.) 25% (ALLOW 1 t ROUNDING ERROR) OF AMOUNT BILLED MINUS TOTAL CHARGES BY 
REVENUE CODE FOR (DRG NON-REIMBURSABLE CODES’ AND DUPLICATE BILLING (1) 
DENTAL REASON CODE) 

OR 
c.) AUTHORIZED BED DAYS’ TIMES THE DRG/APPLICABLE DAILY RATE 

l-145-14R WHEru: 
ANYOCCURRENCEOF 
OVERRIDE CODE 

PROGRAM INDICATOR 

ENROLLMENT STATUS 

M 

T 

9 
F 

D 

Y 

NO OCCURRENCE OF SPECIAL # 
PROCESSING CODE 

TYPE OF SUBMISSION I 

NON-DRG REIMBURSEMENT USING DRG- 
RELATED COST-SHARE CALCULATION 

INSTITUTIONAL 

CRI STANDARD CHAMPUS 
MANAGED CARE SUPPORT - HOMESTEAD 
SIXNDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT 7 STANDARD CHAMPUS 
PROGRAM 

NEW ORLEANS STANDARD cI-IAMPus 

TRlCARESIANDARDPROGRAM 

MANAGED CARE SUPPORT - TRICARE-TIDEWATER 
STANDARD CHAMPUS PROGRAM 

CONTINUED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

HOSPICE 

INITIAL SUBMISSION 

5.11-25 C-89, July lo,1998 
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R RESUBMISSION OF ERROR REJECT 

l-140-16R 

l-145-16R 

l-145-15R 

l-140-18R 
l-140-17R 

0 ZERO PAYMENT 

F ADJUSTMENTNEW SUFFIX 

G ADDITIONAL DRG INTERIM BILLING 

OR 
TYF’E OF SUBMISSION A ADJUSTMENT 

C CANCEU~ON wrm fnfoum ALLOWED > ZERO 

WITH FILING DATE WITHIN THE NUMBER OF MONTHS OF HCSRs STORED ON THE 
DATABASE; 

SPONSOR STATUS F FORMERMEMBER 

I PERMANENTLY DISABLED 

0 TEMPORARILY DISABLED 

R RETIRED 

K DECEASED 

D 100% DISABLED 

W TITLE III RETIREE 

PATIENT RELATIONSHIP TO T FORMER SPOUSE 
SPONSOR H 

R 
Y 

COST-SHARE MUST BE IN COINSURANCE BUCKET IF CALCULATION RESULTS IN a.) B b.) 
ABOVE. IN WHICH CASE COPAYMENT MUST BE ZERO 

COST-SHARE MUST BE IN COPAYMENT BUCKET IF CALCULATION RESULTS IN c.) ABOVE. IN 
WHICH CASE COINSURANCE MUST BE ZERO. 

IF PATIENT DATE OF BIRTH = BEGIN DATE OF CARE (NEWBORN). USE (AUTHORIZED BED 
DAYS MINUS THREE) TIMES THE DRG DAILY RATE TO CALCULATE. DONT DO IF BASED ON J 
PATIENT RELATIONSHIP = FORMER SPOUSE. IF (AUTHORIZED BED DAYS MINUS THREE) IS 
NEGATIVE. CALCULATE USING 0 DAYS. 

l EDIT FOR RETIRED SPONSORS AND THEIR FAMILY MEMBERS, AND FAMILY 
MEMBERS OF DECEASED SPONSORS. m FORMER SPOUSE). REGION-SPECIFIC 
PSYCHIATRIC PER DIEM RECORDS 

PATIENT COINSURANCE MUST EQUAL ZERO’ UNLESS 

25% OF AMOUNT BILLED MINUS TOTAL CHARGES BY REVENUE CODE FOR (DRG NON 
REIMBURSABLE REVENUE CODES1 AND DUPLICATE BILLING (1) (DENIAL REASON CODE) IS 
LESS THAN AUTHORIZED BED DAYS TIMES THE PSYCH PER DIEM COST-SHARE DAILY 
RATE1 WHEN 

PROGRAM INDICATOR I INSTITUTIONAL 

ENROLLMENT STATUS S CRI STANDARD CHAMPUS 

D MANAGED CARE SUPPORT - TRICARE-TIDEWATER 
SIXNDARD CHAMPUS PROGRAM 

c-89, July 10,1998 5.11-26 
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J MANAGED CARE SUPPORT - HOMESTEAD 

M 

T 

9 
F 

Y 

SPECLAL RATE CODE L 

TYPE OF SUBMISSION I 

R 
0 

F 

?YPE OF SUBMISSION A 

C 

STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUF’PORT.STANDARD CHAMPUS 
PROGRAM 

NEW ORLEANS STANDARD CHAMPUS 

TRICARE STANDARD PROGRAM I 
CONTINUED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

REGION SPECIFIC PSYCH PER DIEM 

INITIAL SUBMISSION 

RESUBMISSION OF ERROR REJECT 

ZERO PAYMENT 

ADJUSTMENT NEW SUFFIX 

ADJUSTMENT 

CANCELLATION WITH AMOUNT ALLOWED 

WITH FILING DATE WITHIN THE NUMBER OF MONTHS OF HCSRS STORED ON THE 
DATABASE; 

SPONSOR STATUS F FORMER MEMBER 
I PERMANENTLY DISABLED 
0 TEMPORARILY DISABLED 

R RETIRED 

K DECEASED 

D 100% DISABLED 

W TITLE III RETIREE 

PATlENT RELA’HONSHIP TO T UNREMARRIED FORMER SPOUSE 
SPONSOR H 

R 
Y 

NO OCCURRENCE OF K CATASTROPHIC LOSS 
OVERRIDE CODE L NON-DRG REIMBURSEMENT USING DRG- 

RELATED COST-SHARE CALCULATION 
N RETROSPECTIVE PAYMENT-INPATIENT MENTAL 

HEALTH 

T MHPD RECALCULATION OF RATES. NO 
COST-SHARE APPLIED 

U BENEFICIARY INDEMNIFICATION PAYMENT 

5.11-27 C-89, July lo,1998 
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IN WHICH CASE PATIENT COINSURANCE MUST EQUAL 
25% [ALLOW $.Ol ROUNDING ERROR) OF AMOUNT 
BILLED MINUS TOTAL CHARGES BY REVENUE CODE 
FOR DUPLICATE BILLING (1) DENIAL REASON CODE. 

l-MO-18R WHEN THE ABOVE CALCULATIONS RESULT IN EQUAL VALUES. PATIENT COINSURANCE 
MUST EQUAL ZERO IF PATIENT COPAYMENT IS NOT ZERO. 

l EDIT FOR RETIRED SPONSORS AND THEIR FAMILY MEMBERS. AND FAMILY 
MEMBERS OF DECEASED SPONSORS. [OR FORMER SPOUSE). HOSPITALSPECIFIC 
PSYCHIATRIC PER DIEM RECORDS. 

l-MO-19R PATIENT COINSURANCE MUST BE 25% (ALLOW S.01 ROUNDING ERROR) OF AMOUNT 
ALLOWED AND 

l-145-19R PATIENT COPAYMENT MUST BE ZERO WHEN -. 
PROGRAM INDICATOR 

SPONSOR STATUS 
INSTITUTIONAL 
FORMER MEMBER 

PERMANENTLY DISABLED 

TEMPORARILY DISABLED 

RETTRED 

DECEASED 

100% DISABLED 

TITLE III RETIREE 

FORMER SPOUSE PATIENT RELATIONSHIP TO 
SPONSOR 

ENROLLMENT STATUS 

I 

SPECIAL RATE CODE 

TYPE OF SUBMISSION 

qlI STANDARD CHAMPUS 

MANAGED CARE SUPPORT - TRICARE-TIDEWATER 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - HOMESTEAD 
ST-ARID CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - CALIFORNIA/HAWAII 
STANDARD CHAMPUS PROGRAM 

MANAGED CARE SUPPORT - STANDARD CHAMPUS 
PROGRAM 

NEW ORLEANS STANDARD CHAMPUS 

TRICARE STANDARD PROGRAM 

CONTINUED HEALTH CARE BENEFIT PROGRAM 
STANDARD 

HOSPITAL-SPECIFIC PSYCHIATRIC PER DIEM 

INlTIAL SUBMISSION 

RESUBMISSION OF ERROR REJECT 

ZERO PAYMENT 

C-89, July lo,1998 5.11-28 


